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Ap eal rights
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. Appeal filed within 30 days




—

w—

‘Types of appeals
« Standard
= .,_._;-- -+ Expedited
~ * Medical necessity denials
~* Compliance requirements
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== Senous dysfunction of a bodily organ or
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'Enrollee experiences an adverse
stion regarding TennCare benefits or
— S rvnces (medical assistance funded
= "Wholly or in part with federal funds
under the Medicaid Act) administered
by TennCare through their managed
care contractors (MCC)
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| »Any act, or failure to act that impacts
the quallty, availability, or timeliness
of a Medicaid MR Waiver Service to
an eligible person
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8 _V|de adequate network
_rz'—" “rowde services as authorized

e Provide services consistently and
timely
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ional Office must be informed
_ medlately upon any provider-
— initiated adverse action

| Fallure may result in sanctions or
= recoupment of funds by DIDD



%Reglonal Office must be informed

| ninimum of 60 days before ceasing
=10 prowde Services

=, 'erwces must continue until a new
| prowder IS located and approved
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Having problems getting health care or medicine in TennCare?

: : Need help filing a medical appeal?
Use this page only to file a o Call 1-800-878-3192 for free.

TennCare Medical Appeal. | version enespario atris

Fill out both pages. These are facts we must have to work your appeal. If you don’t tell us all the facts we
need, we may not be able to decide your appeal. You may not get a fair hearing. Need help understanding what
facts we need? Call us for free at 1-800-878-3192. If you call, we can also take your appeal by phone.

1. Who is the person that wants to appeal?

Full name Dateofbuth / /
Social Security Number - - Or number on their TennCare card

Current mailing address

City State Zip Code

The name of the person we should call 1f we have questions about this appeal:

A daytime phone number for that person ( )
2. Who filled out this form?

If not the person that wants to appeal, tell us your name.
Areyoua:  Parent relative, or fiend ~ Advocate orattoney ~ Doctor or health care provider

3. What is the appeal for? (Place an X beside the right answer below.)

__ Want to change health plans. (Fill out Part A on page 2.)

__Need care or medicine. (Fill out Part B on page 2.)

___Have bills or paid for care or medicine you think TennCare should pay. (Fill out Part C on page 2.)



4. Do you think you have an emergency?

Usually, your appeal 1s decided withn 90 days after you file it. But, if you have an emergency, you may not be
able to wait 90 days. An emergency means if you don’t get the care or medicine sooner than 90 days:

* You will be at risk of serious health problems or you may die.
v Or, 1t will cause serious problems with your heart, lungs, or other parts of your body.
v Or, you will need to go into the hospital.

Do you STILL think you have an emergency? If so, you can ask TennCare for an emergency appeal.

Your appeal may go faster if your doctor signs below saying that this appeal is an emergency. What 1f your
doctor doesn’t sign below, but you ask ﬁpr an emergency appeal? TennCare will ask your doctor 1f your
appeal 1s an emergency. If your doctor says it’s not an emergency, TennCare will decide your appeal within 90
days. Some kinds of care are never treated as an emergency. To get a list of those kinds of care, ask TennCare.

If YOU want to ask TennCare for an EMERGENCY APPEAL, check this box. [ |
S e e e e

Your DOCTOR can read and sign here to ask TennCare for an emergency appeal. | certify under penalty o
perjury that | am the treating physician of the patient on behalf of whom this medical appeal is filed and that this appeal is
an emergency. If this patient is required to wait 90 days for this care, sfhe is at risk of serious health problems or death
severe impairment of bodily organs or parts, or hospitalization. | understand that any intentional act on my part to provide
false information is considered an act of fraud under the State’s TennCare Program & Title XIX of the Social Secunty Act.

Physician Signature: Date:

Tennessee License Number:

Rev: 08Feb10 Keep reading. There is 1 more page for you to fill out.



5. Tell us why you want to appeal this problem. Include any mistake you think TennCare made.
And, send copies of any papers that you think may help us understand your problem.

To see which Part(s) you should fill out below, look at number 3 on page 1.
Part A. Want to change health plans. Name ofhealth plan you want

Part B. Need care or medicine. Whatkind - be specific
What's the problem? ~ Can’t get the care or medicine at all

_ Can’t get as much of the care or medicine as [ need.
_The care or medicine 1s being cut or stopped.
_ Warting too long to get the care or medicine.

Did your doctor prescribe the care or medicine?  Yes  No Ifyes, doctor’s name

Have you asked your health plan for this care or medicine? ~ Yes  No If yes, when?

What did they say?

Did you get a letter about this problem?  Yes  No Ifyes, the date of the letter

Who was the letter from?

Are you getting this care or medicine from TennCare now? _ Yes  No

Do you want to see 1f you can keep getting it duning your appeal? ~ Yes  No
Does your doctor say you still needit? ~ Yes  No Ifyes, doctor’s name

If you keep getting care or medicine during your appeal and you lose, you may have to pay TennCare back.



Part C. Bills for care or medicine you think TennCare should pay for

The date you got the cbre or medicine Name of doctor, drug store, or other place that
gave you the care or medicine Their phone number ()
Their address

Did you pay for the care or medicine and want to be paid back?  Yes  No
[f yes, you must send a copy of a receipt that proves you paid for the care or medicine.
[f'you didn’t pay, are you gettinga bill?  Yes  No If yes, and you think TennCare should pay,

you must send a copy of a bill. Tell us the date you first got a bill (if you know).

How to file your medical appeal  Make a copy of the completed pages to keep.

Then, mail these pages and other facts to: TennCare Solutions
P.O. Box 593
Nashville, TN 37202-0593

Or, fax it (toll-free) to 1-888-345-5579. Keep a copy of the page that shows your fax went through.

To appeal by phone, call 1-800-878-3192 for free.
Have speech or hearing problems? Call our TTY/TDD line for free at 1-866-771-7043,

Rev:08Febl10

We do not allow unfair treatment in TennCare.
No one is treated in a different way because of race, color, birthplace, language, sex, age, religion, or disability.
If'you think you've been treated unfairly, call the Family Assistance Service Center for free at 1-866-311-4287.



TennCare Appeal of Final ISP, Level of Need or Medical Care

Person Desiring to Appeal: Date of Birth:
Social Security #: Number on TennCare Card:
Current Mailing Address: I

Name to Call Regarding the Appeal:

Daytime Phone #:

Person Completing this Form: ; e

Relationship:
Parent, Relative, Conservator or Friend.
Advocate or Attorney
Provider Agency
ISC

What is Appeal For:
Services
Level of Need Determination
Medical Care or Medicine

Continusation of Services

If you were receiving the services, the level of need, or the medical care, and request
continuation of the services, of the level of need, or of the medical care, within 10 days of
notification of denial or delay, then the services, level of need, or the medical care, will continue

to be provided during the pendency of the appeal.

Do you request continuation of services? YES ______NO

Do you have an emergency?
If you do not qualify for continuation of services, but you can not wait 90 days for services, level

of need designation, or medical care, check here:

The enrollee’s doctor can sign below certifying that the appeal is an emergency, and to wait 90
days would put the enrollec in serious risk of harm.

Date:

Physician:

Tennessee License Number:




MEDICAID WAIVER APPEAL

An oppen! may be fied ¥ a parson's Medicald Waiver sarvicas have baen donled, tarminatad, mducad, dolayod or sro not baing providod as
nestiod. Anyene may submitan nppeal an the porsen's bolmi. You de nat hava 10 kg0 thia fomm t e on appeal. Ywmmnﬁomumlh
a Istiar o you may call i your uppedal. The apped miust be mada withid 35 davs of tho data of tho adversa aetion nelica {loften) from the Division
of Montal Rotnrmiation Services (OMRS). Below o 1he infermation thot should B8 Inciudad In an appasl lar Medicaid Waiver sarvicos,

1. THE PERSON ABOUT WHOM THIS APPEAL IS BEING FILED:

Full Name: Today's Data:
Date of Birth: Social Sacurity Number: _*

Current Malling Address:

city: State: 2ip:

2. THE NAME OR TYPE OF SERVICE(S) BEING APPEALED:

uﬁ:llmmmm' or roducod o sorvieo, may that the gervica be cominuad 08 currently
M“MW‘WWWWQWW:WMMWMWW To roquent a continuaden,
you must submit the appeal within 15.gdgyx of tha dois of the adversa action notics rom tha DMAS,

3. TO CONTINUE THE SERVICE UNTIL THE APPEAL IS DECIDED WRITE “YES” HERE:* Yes
{*This sppeal must be aubmined no later than 15 days frem tha dato of tho neten o onaure continuation of the sarvice during 8ppsal.)

4. THE PERSON WHO IS SUBMITTING THIS APPEAL:
Namo!

Relationship: Daytime Phone # ;

5. THE PERSON WHO CAN ANSWER QUESTIONS ABOUT THIS APPEAL:
(Thia ka tha pamen that the DMRS or TonnCare shold call for mac information. Leavi biank i same as the pamson submiting the sppesl.)

Nama:

Relationship: Daytime Phone #

5. OTHER INFORMATION ABOUT WHY THIS APPEAL IS BEING FILED (Optional):

{1 desired, you may staie baiow the ressons for this appeal OR oilach oddilionad informalion. Hawaver, you may lesvs this section blark 1
youi wish, Yaumwm&dmwﬂcwmmumnmmmhuml.m-ﬂm:mmmMm
inlormation about your appsal 1o tha DMRS o TennCars afier you e (he appaal. Someons may call and ask you for moro indonmation aheul
your nppeat, # thoro ia o Noaring abeut your npEoo, semoenc il conet yeu 19 ochedulae the heardng. During tha hearing, you witi have an
opperiunlty to tall your reasona 10 oominisirative iow fxige.)

7. HOW TO FILE THIS APPEAL (with TennCare):

(You may fdx, mall or ealin appoul, The eppeal goen to the Burcau of TennCaro's Sciitions Uni. TonnCora Solutiona handies
Mmummfmuﬁ"wb. You may aieo send a capy (o the Aegional Oflice of tha Divislon of Mantal mmn&a.)

Mail:
Fax TennCare: Call TennCare:
TennCare Solutions
1= 888;13:5 - 5575 OR P.O. Box 000553 OR 1 - ac’roo-ns:a -)3192
(T ree) Nashville, TN 37203 - 0593 o

] Check here if also sent to DMRS Regional Office / Fax Number:




APPEAL OF DMRS MEDICAID WAIVER SERVICES
Name: {first, middle, last)
Social Security Number: _ Date of Birth:
Addrass: |
City, State, Zip:

Name of Authorized Reprasentative Filing Appeal:
(if other than person whose services were denied)

Signature of Person Filing Appeal:
Telephone Number ¢ Relationship:
Support Coordinator: Phone:
Namas of Anyone Who Shoutd Be Contacted Regarding This Appeal:
Name: : Phone:
Name: . Phone:

What are you appealing? ! 1 Denial [[] Reduction [] Suspension [ ] Termination
Delay (7 Other

if you marked other, please explain:

What is the service that you are appealing?

Date of Circle of Support/Support Team meeting

Date that notice was received from DMR Regional Office

if this is & medical service, will it be dangerous for you to go without the service for very
long? ] Yes [[] No

AreyourecewhgmnscaremraghDMRSnow‘? DYes[ lNo

Do you want 1o see if you can continue to receive this care during your appeal?
[JYes (1 No

Explanation:
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| —1=bby Taylor, Appeals Director, WTRO

(901) 745- 7327
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'Jon Hamrick, Director of Medicaid Affairs, CO
(615) 253-8734



